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TO THE MEMBERSHIP 


As your president, I thank you for the confidence you have 
showed in electing me and my fellow officers to guide our society. 
We will soon ask some of you to serve as committee chairman and 
others to help them. I know that you will demonstrate your faith 


in our organization by taking your part on our team. 


I speak for all the officers in that we welcome your advice 
and/or criticism of the leadership of our Society. We pledge our- 
selves to do our best, and we hope to meet with you in your sectional 


meetings and additionally see all of you at the next annual meeting. 


Good luck to all of you in your work and may your confidence 


in medical hypnosis continue to help you and your patients. 


Sincerely yours, 


Herbert A. Ecker, M.D., D.D.S. 


President 
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4 EDITORIAL REFLECTIONS 


Live: since the time of Mesmer, hypnosis has been fraught with 
tension, misunderstanding and diversified opinions. There is no 
reason why this should not also happen in our time, since history has 
a way of repeating itself. What hypnosis may mean in definition 
and in clinical application to one operator, may be entirely different 
to another operator, depending on the individual’s training in his 
specialty, his way of thinking, his emotional needs, and his life ex- 
periences. The extreme reaction to hypnosis may give one an un- 
derstanding of the operator’s behavior in the light of his require- 
ments, his convictions as a person in relationship to his patients 
and to his colleagues and to the public in general. Why one doctor 
will fervently preach about the dangers of hypnosis, while another 
doctor takes an attitude of hypnosis being good for anything that 
ails an individual, may in both instances be an expression of the 
needs of that operator. Such criticisms and opinions lead to discus- 
sions and deep thought, and finally evaluation by the average nor- 
mal practitioner, psychiatrically speaking, resulting ultimately in 
advances in study. 


There seems to be a lack of understanding among the extrem- 
ists in our own professions that there are competent clinical psychol- 
ogists, physicians and dentists in our fifty states who are psychia- 
trically oriented and have had proper training in the behavioristic 
sciences, psychology, and psychiatry. The defeatist attitudes, pub- 
licly aired, have damaged the name of doctor in the eyes of the laity. 


Nevertheless, your legal committee has been working for many 
years along with committees of other national societies so that 
today there is a wave of indignation among our legislators in var- 
ious states with definite objections and legal action against indi- 
viduals who have no psychological training, no medical or dental 
degree and are using hypnosis to treat medical and dental ailments, 
and remove symptoms. Hypnosis has been declared a part of med- 
ical and dental practice in many states, and individuals who are not 
qualified psychologists, and who do not have an M.D. or D.D.S. 
degree, have been prosecuted successfully for practicing medicine 
or dentistry through hypnosis. It has been declared a state of 
emergency in one state legislative body for immediate passage of a 
bill which in effect declares hypnosis a medical procedure. We are 
passing a milestone in the history of hypnosis. Your editor invites 
the comments of its readers. 


P.A. 
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THE INTER-RELATIONSHIP 


BETWEEN ANXIETY AND PAIN* 
JACOB H. CONN, M.D.** 


Cricty years ago, when I was graduated from medical school, 
the psychophysiological problems underlying pain were considered 
to be relatively simple. Every sensation had its “specific” nerve 
ending in the skin and visceral surfaces. There were specific recep- 
tors adapted for hot, cold, pain and touch and when these were 
stimulated, the appropriate specific nerve “messages” were sent to 
the brain, which then translated or decoded them into particular 
sensations and modalities. More recent careful research has dem- 
onstrated that a subject can discriminate all of the sensory modal- 
ities from the ear pinna or the cornea both of which only contain 
bare nerve endings. Nevertheless, pain, touch, hot, cold, sensa- 
tions can be elicited by appropriate stimuli from these areas, which 
are devoid of the so called specific nerve endings. Earlier experi- 
menters also had postulated that, when nerve fibers of different 
sizes were stimulated in a cutaneous nerve, a specific response 
would follow, such as the larger fibers being activated by light 
touch. Recent studies have proven that noxious stimuli, when 
applied to the body surfaces, activate many, if not all, of the nerve 
fibers present in a cutaneous nerve. Whether the final experience 
is pain, heat, cold or touch sensations depends upon the patterns 
of nerve impulses, which include the variety of fiber sizes as well 
as the frequency, intensity and duration of the nerve impulses. 
Sensation, therefore, is not a simple and direct mechanical effect 
but a composite functional result of non-specific nerve impulses.' 


The problem of pain derived from suffering is more complex 
than is generally appreciated. Beecher’ relates how Marchese Pucci, 
a member of a Florentine family, brought the wrath of the Gestapo 
on to his own head by helping Edda Mussolini Giano escape from 
Italy. In his case there were wounds but little physical suffering 
was experienced. This is how he tells his own story: 


*The First Annual Society Lecture, sponsored by The Smith, Kline and 
French Laboratories read at The 12th Annual Meeting of the American 
Society of Psychosomatic Dentistry and Medicine, March 11, 1961, Wash- 
ington, D. C. 


**President, National Society for Clinical and Experimental Hypnosis. 
Assistant Professor of Psychiatry, Johns Hopkins University. 
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. .“I was ushered into the ‘torturing chamber’ before a 
strange elegant Prussian colonel ... what struck me was his hands, 
small well-manicured hands which seemed incapable of hurting a fly. 


“The colonel smiled with delight at seeing his prey... Ina 
corner a woman, an old haggard thing, was seated at a typewriter. 


“The questioning started ... I had made up my mind not to 


answer, and calmly I told the three officers that I did not intend 
talking. 


“As I was saying this, the colonel muttered a few unintelligible 
words to the major on his right. At that the old woman, rising 
abruptly from her seat, ran out of the room with a terrific unex- 
plainable haste. Then, slowly the colonel got up. He walked to a 
cupboard which was across the room and selected three wooden 
cravaches (riding crops). He gave one of them to each of the other 
two officers and walking always very slowly, he came near me. 


“Suddenly with a savage fury, they started striking me, the 
three together. The first blows landed on my head, and the blood 
came pouring down my face. 


“Under this shower of blows I felt stunned; to say the truth — 
and here is the interesting thing, — I didn’t even feel a very strong 
physical pain. 


“And at that moment, suddenly, out of nowhere, I got a notion 
that there was a funny side to the whole business. Here, before me, 
were three men accustomed to getting what they wanted in some 


way or other, and here was I, a problem they did not seem able 
to solve... .” 


So much for the Marchese and our first story. 


The stories of martyrs in flames who wave their seared limbs 
to comrades have often been told. The following is the story of a 
Huguenot woman who was persecuted under Louis XIV. 


“They shut all the doors,” Blanche Gamond wrote, “and I saw 
six women, each with a bunch of willow rods as thick as the hand 
could hold, and a yard long. He gave the order, ‘Undress yourself’, 
which I did. He said, ‘You are leaving on your shirt; you must take 
it off”. They had so little patience that they took it off themselves, 
and I was naked from the waist up. They brought a cord with which 
they tied me to a beam in the kitchen. They drew the cord tight 
with all their strength and asked me, Does it hurt you?’, and then 
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they discharged their fury upon me, exclaiming as they struck me, 
‘Pray now to your God’. But at this moment I received the greatest 
consolation that I can ever receive in my life... .” 


“In vain, the women cried, ‘We must double our blows, she does 
not feel them, for she neither speaks nor cries’. And how should 
I have cried, since I was swooning with happiness within?” And so 
ends the second of our stories. Here again is torture; here are 
wounds without suffering.’” 


There is a resemblance between the Marchese and the martyr 
and what occurs in healthy, normal young wounded men. Beecher 
points out the error in, “The common belief that wounds are in- 
evitably associated with pain and that the more extensive the 
wound, the worse the pain.” “In combat zones only one quarter of 
previously wounded men, not in shock, had enough pain to want 
anything done about it, as they arrived at the most forward hos- 
pital, even though they had little, if any morphine, and that 
several hours previously. Others of the seriously wounded got relief 
of their distress from a cigarette, the smoothing of a pillow, a light 
sleeping pill. They were conscious and alert. They had penetrated 
head wounds, chest wounds, belly wounds, compound fractures of 
long bones, or extensive soft tissue wounds. They were seriously 
wounded individuals, of whom none were in shock. Men in shock 
almost never have wound pain, almost never complain of pain”. 


“Pain and suffering, therefore, is an experience that can be 
modified by many complex fractures. Wounds received during stren- 
uous exercise or during the excitement of games, often go unnoticed. 
This is true of injuries received when fighting in anger’’’ 


In the Martyr and the Marchese “pain” was not reported. Pain 
may be present where no organic cause is present. The psychiatrist 
sees many such individuals who while under a variety of psycho- 
genic stresses respond by experiencing pain. I have found hypnosis 
and placebos to be of value in alleviating such conditions. 


During the past week, I received a call from a patient who said 
that she was suffering from excruciating, unbearable head “pains”, 
as if her head were about to burst. A placebo relieved the painful 
distress almost immediately. The nature of this type of relief will 
be discussed later. 


My earlier teaching was in need of still other corrections, I 
had been taught that all pain responses from subcutaneous visceral 
structures cross from one side of the spinal cord to the other, then 
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ascend to form the lateral spinothalamic tract. However, when this 
tract is severed (antero-lateral cordotomy) pain discrimination is 
not abolished, and may not be significantly different than on the 
normal unoperated side. Pain fibers are now known to be dispersed 
over a very wide area, and bilateral anterior cordotomy is insuffi- 
cient to relieve a pain syndrome, The preponderance of present 
opinion is, that the former concept of localized fiber pathways in 
the spinal cord carrying specific types of sensory impulses is open 
to serious question. Today we know that, the antero-lateral spino- 
thalamic pathway gives off collaterals, which form multiple path- 
ways to the reticular formation of the brain stem and to the thalamic 
nucleii. Anesthetics such as nitrous oxide, ether and pentobarbital 
exert their effect by preventing conduction through the reticular 
formation. 


Recently there has been an attempt to alter pain perception by 
performing a lobotomy or a prefrontal leucotomy. This type of 
operative procedure does not alter the perception or sensation of 
pain, what it produces is a lack of concern on the part of the 
patient, an apathy in which there is no longer an anticipation of 
pain or fear. These patients become incapable of worrying and 
therefore show less readiness to respond. The best example of this 
is the lobotomized patient, who was lying in bed, when he heard a 
burglar trying to break in. He knew that the intruder was just 
outside of his door, but, as he could not imagine what might happen 
to him after the burglar had broken in, he was unable to worry and 
could not feel frightened. 


What is even more to the point is that the administration of 
an opiate does not necessarily alter the pain threshold. Indeed, 
after an injection of morphine the pain threshold may remain un- 
changed, or may become elevated or even lowered. It has been 
known for some time that a placebo can have the same effect on 
the pain threshold as a dose of morphine, also that a lactose tablet 
may have the same effect as 0.6 gram of aspirin or the same amount 
of phenobarbital. Moreover, when some patients receive a placebo 
and are told that they are receiving morphine the effect on the 
awareness of pain is the same, as if, they actually had received 
morphine. It is, therefore, obvious that the pain relief that is ob- 
tained by opiates is not due to an elevation of the pain threshold, 
and if and when, the pain threshold is elevated, the opiates probably 
accomplish this in the same way as do the placebos. This has become 
apparent, because the awareness of pain is not necessarily altered 
by the injection of a narcotic, as the pain sensation readily can be 


43 
















Journal of the American Society of Psychosomatic Dentistry and Medicine 


perceived and recognized as “pain’’. From all of the above we can 
formulate one of the important discoveries in the past decade in 
regard to pain. The sensation of pain in itself is not necessarily 
painful. It may be completely unaffected by opiates, placebos, pre- 
frontal lobotomy and as we shall learn, by hypnosis, and yet dis- 
comfort and suffering may be reported as being absent. 


Pain relief, whether it occurs after an injection of morphine 
or a lobotomy, appears to be part of a generalized effect which can 
best be described as a “freedom from anxiety” and a decreased fear 
or anticipation of pain. It is the result of a state of contentment 
or distraction which the patient can be alerted out of and he then 
can report that his pain perception is little altered or the same. 
When a patient fearfully anticipates pain, he tends to overestimate 
the intensity of the painful stimulation. When his fear is reduced, 
little if any overestimation of the intensity of the painful stimula- 
tion occurs. What may interest you more is, that the administration 
of an opiate does not effect the patient’s ability to estimate the in- 
tensity of the painful stimulus, even when anxiety is reduced, We 
also can positively state that morphine appears to be most effective 
as an analgesic agent, when “anxiety” is present to begin with.' 


We also, have learned that there is no fixed or average pain 
threshold. There is a marked variation of the pain threshold in the 
same subject from day to day and among any group of subjects. 
Anxious patients consistently report pain at low stimulus intensi- 
ties, while depressed, or preoccupied, schizophrenic patients report 
pain at a uniformly high level of stimulus intensity. Also, the pain 
threshold can be altered by an investigator if he varies his instruc- 
tions to the patient. The pain threshold, therefore, may vary accord- 
ing to the patient’s attitudes or concepts of pain and is not due to 
differences in peripheral sensitivity. A placebo may elevate the pain 
threshold as much as 95%. The distraction of attention, which is 
the result of repeating a series of digits, can raise the pain thresh- 
old as much as 45% while “light” hypnosis elevates it by 40%.! 


What should be kept in mind is that the human pain threshold 
is not determined by the threshold responses of nerve trunks and 
nerve fibers, but requires the patient’s judgment and interpreta- 
tion, and is in keeping with the patient’s previous life history and 
specifically his past experience with similar and related “pain” 
stimuli. If the patient has been hurt during a previous dental ex- 
perience, he naturally will anticipate being hurt, and will report 
“pain” at low intensities of stimulation. 


44 








Journal of the American Society of Psychosomatic Dentistry and Medicine 


I am convinced that excruciating pain, which is refractive to 
narcotics, and which remains resistant to all types of analgesic 
drugs always include a major psychologic component. Last year, 
I was asked to see a patient, who accidentally had severed the radial 
and ulnar nerve, and most of the tendons of one hand. Her pain 
was excruciating and did not respond to any type of medication. 
I hypnotized her and in a matter of five minutes, she reported that 
her condition was 90% better! A moment’s serious reflection is 
enough to conclude, that merely staring and concentrating upon a 
spot could not have produced this effect, unless the patient had an 
intense conscious need to comply, as well as, an unconscious wish 
to develop this type of inter-personal relationship, which is charac- 
terized by selective attention and passive detachment.‘ ° 


The pain experience is both an expression of biological distress 
and a communication of a request for help. When this request is not 
granted, or if it is frustrated, the pain and subsequent anxiety be- 
come persistent and intense. This may be experienced as a symbol 
of rejection as well as a form of aggression which is directed against 
the frustrating, rejecting doctor (parent surrogate). Hence, the 
patient, who is in “pain” understands the doctor-patient relation- 
ship to mean, “I will give you the relief, that you are seeking and 
which you deserve, if you will relax your defenses, so that you can 
be reassured and comforted.’ 


This need on the part of the patient is illustrated by the ob- 
servation, that the sicker the severely burned patient is the better 
he is as a hypnotic subject. The burned patient not only obtains 
relief from pain while under hypnosis, but can be made to exercise 
the burned limb and can be influenced to eat larger quantities of 
required foods so that healing occurs more rapidly.’ 


The value of hypnosis in reducing pain and anxiety in dentistry 
is well substantiated. It also has been reported to be of value in 
cases of urethral and rectal instrumentation, minor surgery, chang- 
ing of dressings and the manipulation of painful joints. In the ac- 
cident room hypnosis has been found to be useful when a patient 
has eaten recently and a general anesthetic cannot be given immedi- 
ately. There have been many reports of the value of hypnosis in 
gynecology and obstetrics. The pain of causalgia, phantom limb 
and post-herpetic neuralgia has been relieved in selected cases. It 
cannot be emphasized too often, that if the patient is to be helped, 
he must not only be cooperative, but be able to live without his 
symptoms, which may be of use to him as a neurotic defense and 
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represent a secondary gain. The patient may be discharging his 
hositility or may require these bodily feelings as reassurance that 
this part of the body will not be lost. If he is being supported finan- 
cially, or is receiving the punishment which he requires, and now 
demands as his right, he, therefore, is unwilling, hence unable to 
surrender his symptoms even under hypnosis.’ 


The recent popularity of natural childbirth is evidence that 
therapeutic suggestion still is with us and always will be. I quote 
from an article by Professor Eastman, Obstetrician in Chief of the 
Johns Hopkins Hospital, “As for myself I have always regarded the 
breathing exercises as pure bunkum. The only end they serve, as I 
see it, is to give the parturient something to think about other than 
her labor pains. If, instead of being taught ways of breathing, she 
were drilled in some form of mental gymnastics... . and was made 
to believe that assiduous concentration on this mental arithmetic 
would produce natural childbirth, the end result, in my opinion, 
would be equally good.” In a previous paper I agreed unequivocally 
with Dr. Eastman’s astute observation. It has been demonstrated 
repeatedly, that when a patient does not pay attention to a pain 
stimulus, he is not quite as aware of its noxious effects. This is just 
as true for the parturient, who is preoccupied with her breathing 
exercises, as for the wounded soldier under stress of combat. The 
pain threshold can be raised by concentrating upon some unrelated 
subject, by distraction such as repeated loud noises, and by sug- 
gestion, especially if combined with relaxation and _ fixation 
of vision.® 


A patient with a vivid imagination who is able to concentrate 
effectively may avoid the unpleasant experience of a dental extrac- 
tion by imagining pleasant scenes and repeating, “How delightful! 
How delightful!” Other patients are more susceptible to the sug- 
gestion that certain parts of the body are free of pain when it is 
associated with the direction of attention to a shiny object. 


Certain individuals can vividly recall a previous experience 
with a general anesthetic and may respond by developing analgesia 
and muscular flaccidity soon after the mask is fitted or a few drops 
of the anesthetic agent are inhaled. 


I would “suggest”? that the dentist learn to use “vocal” anes- 
thesia preceding the use of a general anesthetic agent. The anes- 
thetist may say, for example, “You are relaxing. Let all of your 
muscles ‘go loose’. That is good. Breathe in. Breathe out. Breathe 
in. Breathe out. Now, when I count slowly from one to fifteen your 
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eyes may want to close. Now they are blinking and closing — 
blinking and closing. Pay attention only to my voice until you hear 
it slowly fade away.” After about five minutes the usual chemical 
induction of anesthesia can begin with a very relaxed patient who 
is more cooperative. 


I would like to return to the topic of placebos. As many as 60% 
of 199 patients with chronic headache obtained relief from 
a placebo on one or more occasions, and 35% of a patient group 
have reported satisfactory relief from severe, steady post-operative 
wound pain. The use of morphine resulted in 75% relief to the same 
group of patients. 


The relief from the administration of a placebo is based upon 
the patient’s conviction that a desirable effect would result when 
the placebo is taken. It is a response to the entire situation — to 
what the doctor says and how he acts, and what doctors in the past 
have meant to the patient as well as the nature of the present 
doctor-patient relationship. 


Positive placebo reactors have been described as being more 
anxious, more preoccupied with their bodily processes, and more de- 
pendent upon others. Other investigators deny that a placebo reactor 
can be predicted by his characteristics. 


There are a small group of individuals who have a congenital 
insensitivity to pain. About 16 such cases have been reported. These 
individuals do not report pain after extensive burns, deep wounds, 
or following tonsillectomy. Nevertheless these patients can detect, 
identify and localize painful stimuli. They can feel a needle pene- 
trating the skin or an electric shock, or intense heat, but it does not 
“hurt” them. They can differentiate between the blunt and sharp 
ends of a pin, and can localize pin prick. Biopsy specimens of the 
skin show normal nerve fibers and free nerve endings, and no dis- 
ease of the nervous system can be demonstrated. Their lack of pain 
sensitivity is considered to be a diffuse developmental anomaly, as 
no local lesions exist. In three such individuals, who had never com- 
plained of pain the insensitivity was reversible, after the patient 
had been exposed to many, severe, painful stimuli in the laboratory. 
At first the subject had submitted readily, but later he became ap- 
prehensive, was afraid of being hurt and no longer was insensitive 
to burns and bruises. Such cases demonstrate that a person may be 
able to discriminate between blunt and sharp sensations and yet 
not complain of distress or discomfort when burned or cut.! 
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There is other interesting evidence that we have to learn how 
to respond to pain with discomfort or distress. When puppies are 
reared in isolation to maturity and are not permitted to have any 
type of painful experience, they make no attempt to avoid pinprick 
or a flame or electric shock. Even after two years, many of these 
previously restricted dogs could not learn to localize the source of 
the painful stimulus. It is as if the painful stimulus is not per- 
ceived by these animals, as coming from the outstide of themselves, 
by something or someone in the environment. Although these dogs 
feel something, as they react with reflex movements after pinpricks 
and nose burning, they are not able to learn, or learn very slowly, 
that the painful stimulus is a threat to their physical well being. 
They require many more trials, than control, normally reared ani- 
mals to learn how to avoid these painful stimuli.' 


These experiments would seem to indicate that we learn how 
to localize external painful stimuli and how to withdraw from them, 
and that “suffering” and “discomfort” are learned responses. What 
appear to be inate, spontaneous, and unlearned responses to painful 
stimuli are local reflex movements and the “sensation of pain”. Also, 
that the experience necessary for adaptive, well organized with- 
drawal movements and the awareness of discomfort to pain may 
never be acquired, if it is learned in the later stages of development. 


With the above laboratory, clinical and anatomical findings in 
mind, we can begin to understand what happens to the patient in 
the dental chair. It has long been known that analgesia may be the 
result of structuring the therapeutic sittuation with the patient 
fully awake. The dentist, for example, may state that he has a 
new “wonder” drug which will cause pain to disappear. He then 
sprays ethyl] chloride upon the patient’s hand and pricks it to prove 
that pain is not present. The dentist, then informs the patient that 
he will rub the patient’s gums with the same “magic” medicine. He 
proceeds to rub the gums with water from a flask, which resembles 
the ethy! chloride container. Hypnoanesthesia is obtained in a similar 
manner by telling the patient that his forehead will be rubbed with 
a new powerful hypnoanalgesic solution, and request that he relax, 
become sleepy and permit the effects of the drug to take place. Local 
analgesia has been obtained by touching the gum with cotton moist- 
ened with ether, while introducing a syringe into the mouth and 
simulating an injection. A patient may be asked to “relax”, so as 
to benefit from the effect of the “powerful” injection, which he is 
about to receive. An empty syringe is stuck into the area to be an- 
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esthetized, after the dentist remarks to the nurse, that this “strong” 
injection will relieve pain within two minutes.? 


In a post-operative patient, who had not responded to opiates, 
I was able to produce marked analgesia followed by a restful night 
by telling the nurse, that this patient was “suffering terribly” and 
required a “double” dose of our “most powerful pain killer’. The 
nurse returned (according to my previous instructions) with a 
hypodermic of physiological saline solution, which was very 
effective. 


Thirty-three per cent of persons with severe pain due to post- 
operative wounds or severe bodily injury are satisfactorily relieved 
by placebos. Only three per cent of persons with experimentally pro- 
duced pain have such pain relieved by placebos. Placebos seem to 
be more effective when the stress is great, than when it is less. Even 
large doses of morphine will not dependably alter the experimental 
pain threshold, as usually produced, yet a small dose of morphine 
will completely relieve the pain of a great wound.3 


I have referred to Beecher’s statement that, “Only twenty-five 
percent of severely wounded men who are mentally clear, and not in 
shock, stated in response to a direct question, that they wanted any- 
thing done about their pain. Yet civilians with less extensive post- 
operative wounds have sufficient pain in over eighty per cent of the 
cases to require medication for it. These two groups compared pres- 
ent strong evidence that the degree of anxiety and the significance 
of the wound determines the degree of suffering and pain. The 
soldiers mentioned were chiefly on the Anzio beachhead, where the 
shelling never stopped day or night for months. The war was sud- 
denly over for the person wounded. The wound was a ticket to the 
relative safety of the hospital and a ticket home. The wound was 
construed as a good thing. With civilians, however, the necessity for 
surgery is usually considered to be a disaster. It does indeed appear 
that the significance of the wound, the reaction component, was the 
crucial factor in the suffering experience.” 


These clinical observations indicate that when a patient is con- 
vinced that something is being done which will relieve his anxiety 
and is able to relax he will begin to experience less pain. We have 
learned that all methods which alleviate pain act by removing the 
patient’s attention from the painful area and reducing his anxious 
awareness. This occurs when the patient is distracted by stereo- 
phonic music, when he repeats digits, — it happens when a placebo 
is taken, or when an opiate is administered. 
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What about hypnosis? Good hypnotic subjects do not withdraw 
from the pain stimulus, do not show discomfort by wincing or rest- 
lessness, do not give a verbal report of pain, and may not show sig- 
nificant alterations in blood pressure, heart rate or respiration. 
They deny that they feel pain, do not show facial flinch, and do not 
withdraw. Pain can be eliminated even when the patient can recall 
the entire procedure. Barber' has indicated that the best patients 
are capable of deep abstraction, can put themselves to sleep at will, 
and can concentrate on their work or studies by blocking out irrele- 
vant stimuli. They must be able to concentrate on the ideas pre- 
sented by the hypnotist with a minimum of counter or critical 
thoughts and believe that what the hypnotist says will happen, can 
and will actually happen. But even a good hypnotic patient may be- 
come unhypnotizable, when he no longer believes in hypnosis, or 
when he concludes that the hypnotist does not possess special powers 
or ability or that whatever occurs is brought about by himself. 
Complete confidence in the hypnotist and in the efficacy of a hypnotic 
procedure is essential.! 


What is the nature of the pain relief in hynosis? The patient 
has developed a special relationship with the hypnotist and “be- 
lieves” what he is told to believe. When the patient is deeply hypno- 
tized he develops selective attention and denies that he experiences 
pain. However, when one patient was requested to write how he 
felt, while he is being stuck deeply with a pin, the patient wrote, 
“Ouch, damn it, you are hurting me!” The automatic writing was 
conveying what one part of the personality knew, while another 
part consistently denied that any pain was being experienced !8 


In my opinion the effect of the audiac is not based upon hyp- 
nosis, The results are due to a number of psychologic processes. In 
our culture the presence of a machine, which is especially designed 
to alleviate pain is very impressive and suggestive, as is the dentist’s 
enthusiasm for the procedure. The patient is kept busy, hence dis- 
tracted, controlling the volume of the sound stimulus. The stereo- 
phonic music is relaxing and help to remove the anticipation of 
pain. I consider the masking of the noise of the drill as a form of 
“make believe” — the patient is saying, “I don’t hear the sound of 
the drill, so it’s not there.” This type of self-deception is in keeping 
with the patient’s motivational pattern. He would like to be else- 


where and to “forget” that he is in a dental chair receiving dental 
care. 


The important scientific question is whether massive auditory 
stimulation affords a greater degree of pain relief than the factors 
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of relaxation, distraction, suggestion, personal! control and masking 
of the drill sounds. 


At present this must remain a hypothesis. I do not believe that 
it can be explained in mechanical terms, that massive auditory 
stimulation tends to “block” the transmission of neural activity 
which has been set up by painful stimulation. 


A simple experiment may help to demonstrate that the entire 
organism is involved in every response, and that the important con- 
cepts are motivation and “set” (the readiness to act in a certain 
way). An electrode is placed in the auditory nerve of a cat. A record 
is then made of the electrical impulses travelling up the cat’s audi- 
tory nerve everytime a sound is made by a buzzer. If an odor of 
fish and a bow] with mice in it is placed nearby, the cat becomes “‘in- 
terested” in the mice and the fish odor, and then although the buzzer 
continues to buzz the auditory nerve no longer transmits electrical 
impulses as the cat is no longer listening. The buzzer sounds are 
just as loud and clear to the observer but the cat has found a some- 
thing more “interesting” to pay attention to.'' 


The motivation and “set” of the patient in the dental chair is 
to “forget” the situation, to deny pain and to reduce anxiety. In my 
opinion this can be accomplished with an interesting movie as well 
as with “massive auditory stimulation”. Future research will help 
clear up this question. Until this issue is settled by further studies 
we can briefly sum up what has been said concerning pain. The ex- 
perience of pain consists of four distinct components (1) the sensa- 
tion of pain, (2) discomfort, (3) withdrawal movements, (4) physi- 
ological changes. 


We have learned that discomfort can be reduced by relaxation, 
distraction, and suggestion, and increased by attention to the pain- 
ful stimulus. Placebos, opiates, hypnosis and lobotomy result in a 
decreased readiness to respond, a lack of concern, and a freedom 
from anxiety. Under these conditions the pain sensation becomes an 
isolated phenomenon unaccompanied by discomfort and suffering. 
The organism always reacts as a totality, a unit, and the concept of 
motivation appears to be more adequate to explain why pain is re- 
lieved when new topics of interest appear, than the mechanical con- 
cept of suppressing one kind of stimulation with another. 


51 




















Journal of the American Society of Psychosomatic Dentistry and Medicine 


BIBLIOGRAPHY 


1. Barber, T. X.; Toward a Theory of Pain. Psychol. Bull., 56: 430, Nov. 1959. 


2. Beecher, H. K.; Perception of Pain and Some Factors that Modify It. 
In Problems of Consciousness. Josiah Mach, Jr. Foundation, 1951. 


8. Beecher, H. K.; Control of Suffering in Severe Trauma. Jr. A.M.A. 173: 


8. Beecher, H. K.; Control of Suffering in Severv Trauma. Jr. A.M.A. 173: 
534, June 4, 1960. 


4. Conn, Jacob H.; What Every Doctor Should Know about Hypnosis. Mary- 
land State Med. Jour. 6:8, Jan. 1957. 


5. Conn, Jacob H.; Meanings and Motivations Associated with Spontaneous 
Hypnotic Regression. Jr. Clin. and Exper. Hyp. 6: 21-44, Jan. 1958. 


6. Conn, Jacob H.; Therapeutic Suggestion and Hypnosis. Maryland St. 
Med. Jr. 7:25, Oct. 1958. 


7. Conn, Jacob H.; The Use and Abuse of Medical Hypnosis. Jour. of the 
Med. Society of New Jersey, 56: 491, Aug. 1959. 


8. Kaplan, Eugene A.; Hypnosis and Pain. Am. A. Archives of Gen. Psy. 
2: 109, May, 1960. 


9. Solovey, G. and Milechnin, A.; Hypnotic Phenomena, Suggestion and 
Oneiric Activity. Amer. J. Clin. Hypnosis. 2: 122, Jan. 1960. 


10. Szasz, T. S.; Pain and Pleasure. New York Basic Books, 1957. 


11. Hernandez, P. R., Schurer, J., and Jouvet, M.; Modification of Elective 


Activity in Cochlear Nucleus During Attention in Unanesthetized Cats. 
Science, 123, 351, 1956. 


Baltimore Maryland 





ANNOUNCEMENT 


It gives us great pleasure to announce that at the twelfth an- 
nual meeting held in Washington, D. C. on March 11th, Jacob H. 
Conn, M.D. was awarded an Honorary Membership in our society for 
his outstanding contributions to the advancement of the study and 
clinical application of hypnosis. Dr. Conn is Associate Professor 
of Psychiatry at John Hopkins University, and President of the 
Society for Clinical and Experimental Hypnosis. Dr. Conn honored 
us at this meeting by accepting the first Smith, Kline and French 
Lectureship. His subject “Inter-relationships Between Anxiety and 
Pain” was very stimulating. We are indeed fortunate in having Dr. 


Jacob H. Conn in the membership of our society in the position 
of Honor. 
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HYPNOSIS IN OBSTETRICS 
A METHOD* 


WILLIAM W. COHEN, M.D.** 
Introduction 


C his method covers use in 50 patients as opposed to another 50 
patients using conservative hypnotic procedures, 


This is an expedient and simple method. All the hypnotic train- 
ing of the patient can be accomplished in four or five brief office 
sessions: no further hypnotic assistance is required in the hospital. 
It provides unusual freedom to both the physician and patient, and 
it can be used effectively by the patient even in the absence of the 
original physician. It divides the burden for the effectiveness of 
the result between the physician and the patient. 


It increases the independence and self-dependence of the pa- 
tient as opposed to methods which promote dependence on the phy- 
sician. It places the physician in the role of teacher as opposed to 
methods which cast him in the role of hypnotist. It permits the 


patient greater leaway for emotional expression during labor and 
delivery. 


The Method 


Hypnotic training is not offered by the physician unless it is 
requested by the patient. 


It can be discussed at any visit until definitely initiated at the 
six-month session, 


The patient is advised of basic hypnotic concepts and fallacies. 
She is advised further that she will be trained in self-hypnosis; that 
in this manner she will become more self-dependent and independ- 
ent; that this training will help provide her with a more relaxed 


*Editorial Note: 
This is a presentation of a successful method of using hypnosis in the obstet- 
rical practice of a generalist; it represents an adaptation of already existing 
and proven methods. 

**St. Vincents Hospital, Erie, Penn. 


Presented at the 12h Annual Meeting of the American Society of Psychoso- 
metic Dentistry and Medicine; March 11, 1961. 
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and comfortable labor and delivery, and that the extent of these 
properties will be compatible with her own personality and abilities ; 
that the final goal of this training is comfort otherwise not avail- 
able. She is assured that there will be no histrionics and no display 


At the six-month session the patient is induced into a light 
trance state by the simplest possible method. At this time she is ad- 
vised that she will enter the state more rapidly, more deeply and 
more comfortably in future sessions and that with each subsequent 
session she will be able to follow suggestions more easily. She is in- 
structed that she must permit hypnosis only for medical and dental 
reasons and must resist hypnosis for stage show or parlor games. 
She is persuaded that henceforth she will respond to shoulder touch 
or verbal signal by entering the trance stage, whenever hypnosis 
is contemplated. 


Numbness of the left hand is suggested and challenged after the 
patient is returned to the waking stage, at this session. 


One month later, for the second session, the patient is reintro- 
duced into the trance state by signal. At this time, numbness from 
the waist down is suggested. It is also suggested that henceforth, 
in the waking state, she will be able to produce numbness from the 
waist down or anywhere on her body simply by pressing with the 
middle finger of the opposite hand. 


She is awakened with numbness still present from the waist 
down and tested her new abilities. 


For the third session an arm levitation exercise is used. While 
in the trance the patient is asked to raise her right arm almost to 
a right angle from her body. She is awakened with the thought that 
the arm will remain in this position lightly and comfortably. She 
is then shown that the left arm left in this position for a period of 
time becomes tired and sore. 


Thus a parallel can be drawn between this experience and labor. 
A difference is clearly distinguished between labor contractions and 
labor pains. It is explained that in the relaxed and hypnotized state 
the muscles involved in labor produce lesser discomfort (as the 
contracted muscles involved in maintaining the position of the right 
arm) than in the usual state (viz the other arm). Thus the purpose 
of numbness from the waist down is explained. 


At the fourth session a philosophy of labor and delivery is ex- 
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plained. The philosophy is described briefly with the patient in 
the waking stage, then cited in full when she is in the trance state, 
as follows: 


“First we will state what can and then what will probably hap- 
pen automatically. At the onset of labor you can and will automatic- 
ally develop numbness from the waist down and become relaxed as 
you are now, though awake. You can maintain this numbness and 
relaxation throughout labor and deliver automatically. When you 
enter the hospital these abilities will become augmented. As the con- 
tractions become stronger, last longer, and come closer together you 
may notice some nausea. In this instance you may begin to push 
down gently with each contraction and the nausea will disappear. 
In the final stage of labor, as the baby begins to pass through the 
birth canal to the outside, you will begin to feel a different kind of 
sensation. At this time you may use the baby’s head to transfer 
numbness to the tissues of the birth canal and the vaginal opening. 
It is possible that you can achieve complete numbness throughout 
labor and delivery in this manner.” 


“However what you can do as opposed to what you will do now 
becomes a personal and individual matter. Labor and delivery pro- 
vide an opportunity for you to express Conscious and Subconscious 
emotions and needs. Therefore, it is more important that vou have 


this baby in a manner that will best fit you and will satisfy your 


physical and emotional needs than, say, in a manner which I might 
decide. You will, therefore, experience as much or as little sensation 
as will best suit these individual needs, and also as much vocal ex- 
pression as is desirable or necessary. 


In this way you will find that your hypnotic training can pro- 
vide you with comfort and satisfaction not otherwise attainable, 
and at the same time with a labor and delivery best suited to your 
individual need for expression.” 


Future office sessions may be used to implement practice of 
numbness or depth of trance as the physician sees fit, although for 
the most part, the light stage is satisfactory throughout. 


No further hypnosis is used following hospitalization. 


Labor and Delivery 


Since adoption of this method, labor has been noted to progress 
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most satisfactorily in most cases. Medication is used as desired or 
required at the end of the first stage and in the second stage. 


Labor and delivery room personnel have been most satisfied 
with the conduct of these patients. 


The patients have expressed very marked satisfaction, and this 
applies to patients whom I have carried through labor and delivery 
using the more standard heterogeneous methods. 


Conclusions 


Most of the conclusions concerning the use of hypnosis in labor 
and delivery have been noted by other writers. 


The singular advantages, to this physician, of this method are 
listed earlier under Introduction. 


Erie, Pa. 
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HYPNOSIS AND DENTISTRY 


PAUL DIONNE, B.A., D.D.S.* 


Cire first general aim in using hypnosis in dentistry is to help 
our patients to relax. It is a fact that most people come to our office 
suffering from some kind of tension and this always hinders and 
alters the quality and the duration of our work. Of course, we do 
invite them to relax, but we do not always show them how to go 
about it. Here is an ideal occasion to prove our skill, our own 
adaptability towards such a situation, our own “naturalistic ap- 
proach”, if I may use Erickson’s terminology. As a matter of fact, 
could it be that our general psychological background is incomplete? 
But when is it ever complete? At this particular point, I want to 
stress the necessity for every dentist to become familiar with the 
knowledge of human behavior, the emotions, and the psychological 
basis of emotions. This is equally important in order to avoid 
dangers when emotional troubles arise. 


I want to indicate what seems to me the first practical principle 
of our behavior when helping a tense patient, and this is a positive 
approach ... positive in our way of speaking and positive in our 
attitude. How often do we tell our patients not to be afraid, and 
above all not to anticipate the pain they may or may not feel. Un- 
fortunately these suggestions stop at that point and we fail to give 
our patients sufficient explanations or definite means of relaxing. 
And so, the desired effect is lost completely, for the tense patient 
takes as a warning such negative statements as this: “Don’t be 
afraid”, etc., and he will instinctively be on his guard. So this way 
of speaking only increases the tension and consequently the pain. 


Now, in order to achieve a positive approach, a primary requi- 
site is our own mental attitude toward hypnosis. It goes without 
saying that as yet the exact and precise idea of hypnodontia is not 
fully understood by the laymen and even by some dentists. People 
still have the subconscious idea of something magical and quick 
about it. We must remember that hypnosis is an adjunct and not a 
unique means of operating. We work under hypnosis and with hyp- 
nosis, but all the other principles, devices and instruments must 
virtually be present. 


*Chairman, Dental Division, St. Charles Borromeo Hospital, Joliette, 
Quebec. 
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Hypnosis must be used judiciously in dentistry, and above all 
we must consider the needs of the patient. Our whole activity must 
be patient-centered. In the use of our techniques especially, we have 
to consider the subjective values of time; that is to say we must 
give the patient adequate time so that his unconscious mind as- 
similates and reacts accordingly. We must never forget that the 
subject responds literally. We already have the prestige. If we help 
to increase the motivations, if we meet the real needs of the patient, 
if we develop a state of readiness, if we take into-account the sub- 
ject’s experiential time, if we know how to handle suggestion prop- 
erly as well as repetition, concentration, relaxation, certain signals, 
and finally, if at the proper moment we can make use of extra-verbal 
suggestions, we should nearly always encounter success. 


Sometimes, prestige alone is sufficient to establish a good “rap- 
port”, and to illustrate the following is a typical case report. A lady 
was waiting in my second dental chair to have a tooth extracted. 
Just then, I had intended to rest a few minutes and smoke a cig- 
arette sitting behind her. Suddenly she said: “You are hypnotizing 
me, I know it . . . my jaw is already becoming numb”. I turned 
around quite surprised, but instantly taking advantage of the sit- 
uation, I gave her the proper suggestions that made the injection 
very easy. I really believe she was in a light trance. 


Why do some dentists begin to use hypnosis, and after a short 
while abandon it? The main reason may be that they have been 
disappointed by it. They have not found in it the magic effect they 
hoped for. Of course, they should continue to use it, but from a dif- 
ferent viewpoint, which is to consider it as an art mixed with every- 
day psychology. The study of general psychology and even abormal 
psychology (at least in its symptomatology and classification) are 
not a waste of time for the dentist. There is another reason why 
they abandon it. Hypnosis in dentistry is often used only in order 
to produce analgesia and this is a serious limitation. Analgesia 
should be considered as a secondary effect. Chemical anesthesia 
should always be at hand. I do not say it should always be used, 
nor is it always necessary to use the same amount of it. The primary 
effect to be obtained is the decrease in tension. At the same time 
you want the best possible cooperation from your patient. It is a 
fact that hypnosis is the ideal psychological tool to secure such 
effects. So why not use it? 


Above all, it is not a waste of time. It may seem so at first. But 
in reality it saves time, ensures continuity and gives a great deal 


58 




















































Journal of the American Society of Psychosomatic Dentistry and Medicine 





of satisfaction to the dentist and to the patient. Dr. Thomas W. 
Frost, in his book “Hypnosis in General Dental Practice” proves 
this point excellently. I quote: “Some extra time must, of course, 
be spent, especially in the early stages. The primary induction and 
conditioning of the patient preparatory to the commencement of 
dental treatment cannot be hurried. It is usually preferable to de- 
vote at least one session of twenty minutes to half an hour solely on 
preparing the patient and inducing hypnosis. The point at which 
treatment may be commenced will vary greatly according to the 
patient’s susceptibility and the dentists requirements. It may be 
possible within a few minutes of the first induction or it may take 
several sessons. Only experience will tell the operator that he may 
commence a filling or perhaps give an injection. Usually it is safe 
to assure that, on the second visit, after a little more time has been 
spent establishing a deeper trance, some simple treatment may be 
commenced. If however, at the first session the subject is obviously 
responding well, then treatment can often be started at this visit. 
The time spent at the first session is usually repaid at subsequent 
visits, when a quick trance can be induced — usually in a matter of 
seconds — and the dentist has the advantage of treating a good co- 
operative patient for, perhaps, many years. The gratitude of the 
patient in successful cases is also a great reward for the little extra 
time involved. With very nervous patients it is an advantage to 
promise that no dental treatment will be attempted at the first visit. 
This gives confidence and consequently improves susceptibility to 
hypnosis. The promise must be kept faithfully, of course, no matter 
how good a subject proves to be. It is helpful at this first visit, how- 
ever, to let the patient experience the feeling of instruments in his 
mouth while in trance. This is a good time, for instance, to carry 
out an inspection of the teeth, even if the mouth has, in fact, been 
inspected previously. When it has been possible to achieve hypnotic 
analgesia, time is actually saved. At all subsequent visits analgesia 
may be reestablished in a matter of seconds”. 


So it is a false conclusion to say that, if hypnosis has its place 
in dental surgery it is not for the busy dentists. This false concep- 
tion comes from the fact that once more analgesia is put to the fore 
and that the deepest stage possible in the trance must be attained. 
I fully agree with Dr. Frost when he concludes that: “making anal- 
gesia a secondary aim, while spending only sufficient time to dispel 
nervousness, lack of cooperation, fear, etc., hypnosis has been shown 
to be most useful even in the busy practice. Even in the lightest 
stages hypnosis can be of benefit and it is recognized that 90% of 
people are hypnotisable to some degree”’. 
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Let us enumerate after Frost and Burgess the different 
uses of hypnosis in dentistry. They can be summarized as follows: 
-——relaxation. 2—obtaining cooperation. 3—elimination of fear. 
4—-prevention of fainting. 5—analgesia. 6—amnesia. 7—premedi- 
cation for general anesthesia. 8—tolerance of appliances. 9—pre- 


vention of gagging and nausea. 10—control of saliva. 11—control 
of bleeding. 


There are other advantages, but they fall into special cases 
where the psychosomatic element is concerned. Must they be left to 
the psychiatrist? In the American Journal of Clinical Hypnosis, 
January, Volume 2, number 3, Dr. Lawrence Milton Staples presents 
the question as follows: “Thumb sucking, tongue thrusting, nail bit- 
ing and bruxism are some of the other dental problems with a prob- 
able psychosomatic background wherein hypnosis has proved very 
helpful. The question as to whether these problems come within the 
jurisdiction of the dentist or the psychiatrist is a controversial one. 
Many of these conditions are faulty habits. Whether treatment 
should be by the dentist or by someone other than the dentist should 
depend upon the individual case. The patient’s history and examina- 
tion should determine the type of treatment required and by whom 
it should be given. Psychiatric treatment may be impractical for 
various reasons, and if these patients are not treated by the dentist 
many will not be treated at all’... 


For my part, I had one of those special cases . .. a young man, 
twenty years of age, was sent to me by a physician for two dentures. 
As soon as I began the examination, he vomited his breakfast, and 
nothing further could be done. The patient was dismissed and in- 
vited to come back later. During the afternoon he returned to my 
office sent back by his doctor who telephoned me saying that the 
patient had been prepared for the examination and that the choice 
of the trays could be made. As I looked through my window, I could 
see someone who was making visible efforts not to vomit . . . the 
moment he set eyes on my sign outdoors. I recognized my patient 
and called him in. He admitted he felt even worse than he did that 
morning. So we decided upon an appointment for that evening. 
When he came back, I began an induction by direct fixation and, as 
soon as his eyes were closed, I continued with the technique of 
visualization. After fifteen minutes of this, I found the patient in a 
medium trance. I then ventured to have him regressed in age in 
order to find the cause of his gagging. I explained that life is similar 
to a book, having in his case, 20 pages. As we turned the leaves of 
his life-book backwards, each leaf being an entire year of his life, 
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I asked him to let his unconscious mind indicate when the initial 
cause of his gagging had begun and to do this in the following way: 
without further comment, he would lift one finger of the left hand 
to answer in a negative way, or else lift one finger of the right hand 
to answer in a positive way. My patient kept answering negatively 
by lifting the same finger of his left hand until I came to number 
siz, and here, at the age of six, there finally was a positive reaction 
from him. I asked the patient if he had any objections about telling 
me what happened then. His finger answered negatively. He then 
told me that he could see himself in a dentist’s office and there was 
another doctor trying to put him to sleep with the gas mask. He re- 
sisted with all his might, he shrieked and tried to jump away. But 
they were holding him tightly, and he even remembered the anes- 
thesist saying clearly: “Give me the bottle, I’ll knock him down”. 
The small patient felt overpowered by the three men. The physician 
was putting a towel on his nose imbued with ethyl chloride, the 
dentist and his assistant were holding his legs and arms. Soon he 
said he lost consciousness. When he awoke his mother dragged him 
through the stores downtown though he still felt weak. “I wanted 
to get rid of the blood in my mouth” he said, “but my mother kept 
forbidding me to spit, so I had to swallow it. I had to remain in this 
condition until I returned back home, some twenty miles from Joli- 
ette”. The patient also recalled the feeling of being smothered on 
the dental chair just before losing consciousness. Fourteen years 
later this patient, whenever he sees a dentist’s sign outdoors must 
fight an instinctive attack of nausea. He added that he was going to 
get married in a month and of course he worried about his dentures. 
I then tried to make him understand that when a boy is only six 
years old and must be treated, it is not always easy and that some- 
one must decide for him. Of course, inwardly I blamed the mother 
and the doctors for using such drastic methods. It was perfectly 
normal for him to have acted as he did at that age and under such 
circumstances, But now he has grown up, he is an adult who no 
longer needs to fight and kick because he can understand and co- 
operate. I then suggested that he hold together his thumb and fore- 
finger, and so doing he would feel his throat being anesthetized and 
I would be able to take his impression without having him make any 
effort. The usual post-hypnotic suggestions were given and the 
trance was terminated. The two impressions were taken and a few 
days later I could easily put into his mouth the two dentures. He 
has been wearing them for a year now without any discomfort what- 
soever. To me, this has been a striking example of how valuable hyp- 
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nosis can be to a dentist... unless of course the patient’s new state 
of marital bliss had anything to do with it. 


Hypnodontia, as you can well see, can play a very specific role 
in dentistry since it gives us the means of controlling the instinctive 
fear that our patients may undergo and even diminishes the intensity 
of psychic obstacles. Unfortunately the public in general is under 
the impression that the dentist can treat only a very specific part 
of the human organism. As one of my friends was telling me — 
“This is one advantage that dentists have over physicians — that is 
the right to treat only the noblest parts of the human body”. People 
do not realize how much the condition of their mouth can affect 
directly or indirectly the stomach, the heart and even the brain. It 
is therefore of the utmost importance that hypnodontia be pre- 
sented in such way that it will be clearly understood from a medcal 
point of view, and it can easily and advantageously be adapted to 
the field of dentistry. 


Joliette, Que., Canada. 
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THE UTILIZATION OF HYPNOSIS 
IN OBSTETRICS* * 
JOSEPH ASIN, M.D.* 


Cre conclusions drawn in this paper are based upon twenty 
eight patients who have been delivered either with hypnoanes- 
thesia as the sole anesthetic agent or as an adjunctive anesthetic. 
Although our main concern with hypnosis has been as an anesthetic 
agent at the time of delivery, it has also been found to be of value 
in the obstetrical patient during the prenatal period and the post- 
natal period. 


The usual routine has been to do primary induction of hypnosis 
at the beginning of the third trimester. To do it earlier only results 
in unnecessary repetition of what we call our hypnosis “training 
sessions” and does not seem to enhance the results at the time of 
delivery. Although many patients can have very satisfactory hyp- 
noanesthesia at time of labor if hypnosis is induced at a later stage, 
even at the time of labor, we find that three months gives adequate 
time to ensure good results in patients who ordinarily are some- 
what resistive. At this initial session a primary induction is done. 
At the time of this primary induction, post-hypnotic suggestion, 
for brief periods, of anesthesia of the lower extremities is given 
and is then demonstrated to the patient by means of a painful 
stimulus (pin prick) to her legs. At the same session the second- 
ary induction of hypnosis is likewise performed. 


I believe that this post-hypnotic anesthesia and its demonstra- 
tion to the patient is extremely important. In spite of the wide- 
spread publicity and publication concerning the use of hypnoan- 
esthesia, these patients are quite often skeptica] and have been led 
by stage and show hypnosis to expect much more of the hypnotic 
state. Therefore, there is usually a sense of disappointment after 
the initial experience under the hypnotic state and doubt that they 
have even achieved it. The demonstration that they have been able 
to produce localized skin anesthesia on their own bodies is ex- 
tremely reassuring to them and acts as a “sign”’. 







The patient’s husband is invited to be present at this or any 
subsequent sessions where the patient is under hypnosis. In many 


* Chairman of Anesthesiology -——- Wayne County Hospital, Newark, N.Y . 
** Read at Wayne County Hospital, Newark, N. Y. — Sept. 12, 1960. 
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instances, the husband remains very skeptical of hypnoanesthesia 
up to and including the actual time of labor. It would be well to 
add here that there should be another female in attendance at all 
times during your routine prenatal examination. 


At subsequent visits for routine prenatal examination the pa- 


tient is put under hypnosis and given the following instructions and 
post hypnotic suggestions as regards her impending labor. 


A. 





She will be completely relaxed and comfortable during all of 
her labor as she is at the present moment. (This sets up an 
optimal mental state during labor and encourges physical re- 
laxation.) 


When her labor starts she will feel some discomfort with her 
contractions. This will not be intolerable and will be just suffi- 
cient for her to realize that she is in labor. (Unless so instruct- 
ed, some patients may not be aware that they are in labor until 
in the second stage and even further along and not notify their 
physician or go into the hospital until the last moment, if then.) 


Once the fact that active labor is established you will notify 
your physician and proceed to the hospital. (It is advisable 
for patients under hypnoanesthesia not to wait once labor is 
established since labor is usually quite accelerated under hyp- 
nosis. ) 


Once she reaches the hospital, and for the remainder of her 
entire labor, she will experience no pain or discomfort of any 
sort. (This establishes anelgesia and anesthesia generally with- 
out having to go into specific anatomical locations. This is the 
basis of the anesthesia and anelgesia which she will experi- 
ence during her labor.) 


While she is in the labor room she will feel very relaxed and 
comfortable. She will be able to walk about, sit, or lie down as 
she wishes. If she desires, she may sleep with each contraction. 
(This allows the patient a little more variety of activity during 
her labor and makes the period seem more natural.) 


When the opening of her birth canal is dilated and the baby is 
ready to pass down through the birth canal and be born, she will 
have a feeling of pressure as though her bowels want to move; 
she will notify her doctor of this. She will likewise bear down 
with each of these contractions when she has the desire to do 
so without any suggestion or prodding. She is told that if a 
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nurse or her doctor tells her to stop pushing and bearing down 
she will do so and that if they tell her to stop her contractions, 
she will likewise be able to do so. (By the patient herself noti- 
fying her attendant that the first stage of labor is done, the 
number of rectal or vaginal examinations to determine pro- 
gress of labor are reduced. Also, during the second stage of 
labor, when active participation of a patient in her contractions 
is of value, she does so automatically. Being able to stop this 
bearing down at the instant of command and even to stop a 
contraction permits better control of the baby at time of deliv- 
ery, resulting in fewer perineal lacerations and smaller episi- 
otomies. ) 






























7. When she is in the delivery room she will be asleep under hyp- 
nosis during the entire time she is there except to be awakened 
to see the baby and to hear its cry and to hold it and she may 
also be awakened at any other time her doctor suggests. She 
is also told that while she is holding her baby on the delivery 
table she will be aware only of the baby in her arms and com- 
pletely unaware of whatever else might be occurring to her body. 
(This accomplishes the dissociation of the patient for her per- 
ineal area and enhances the hypnoanesthesia while suturing, 
if necessary, is being accomplished.) 


8. When her labor is over she will feel comfortable, relaxed and 
have a tremendous feeling of satisfaction of having done a good 
job. Her entire labor will seem very short and she will have 
only pleasant memories of her labor and no memory of any 
pain or discomfort. (This sets the patient in a good mood on 
return to her room and her family who are awaiting for her. It 
likewise introduces time contraction into her labor and selec- 
tive amnesia.) 


At time of delivery the hypnosis is also used to control episi- 
otomy bleeding very effectively and to enhance the contracting 
down of the fundus. 


Pac FER tench Soap te eRe eink INTs eh Soa aE AEN AER! TREE One a 


While still under hypnosis in the delivery room the patient is 
given post-hypnotic instruction that she will not feel her sutures, 
she will feel relaxed and comfortable throughout her hospital stay, ; 
her bowels will move without benefit of laxative or enema, she j 
will be able to urinate when her bladder is two-thirds full, her womb 
will stay firm and contracted, her breasts, if she is not nursing, 
will stay soft and not fill with milk, she will be confident and sure 





65 


(Re aed in PSSA PAAEB! NAA AE NO tm 


me ER in ble aged ee ae ei ONT 












Journal of the American Society of Psychosomatic Dentistry and Medicine 


of herself when handling her child and she will cheerfully do what 
the nurses and doctors tell her and appreciate the good care that 
they give her and enjoy her stay in the hospital as though it were 
a vacation. 


During the prenatal period we have utilized hypnosis in these 
patients for control of nausea and vomiting, ptysbism, urinary fre- 
quency, weight control, insomnia and pressure discomfort. Of 
course, in some of these conditions it has been necessary to induce 
hypnosis prior to the sixth month. 


We have utilized hypnosis to obtain three objectives for making 
the patient more comfortable during labor and delivery. These 
objectives are usually realized by the use of various drugs during 
the course of labor. We attempt to accomplish the same thing by 
the utilization of hypnosis. These three objectives are relaxation, 
both mental and muscular; amnesia or forgetfullness for the pain 
of labor and analgesia or anesthesia for the actual decrease of 
conscious pain sensation. 


Relaxation is usually achieved by use of drugs and narcotics 
which have a mental calming affect and by the doctor-patient rela- 
tionship. With the hypnosis this relaxation is more enhanced. It 
can be controlled so that while the head is crowning at the moment 
of delivery the patient can at the doctor’s wish, cause profound 
relaxation of the perineal muscles which decreases the incidence 
of tears and the size of episiotomies. This relaxation also tends to 
shorten the course of the labor and reduce the physical strain and 
work of the patient. 


Amnesia, which is usually produced by drugs such as scopola- 
mine, can be achieved much more affectively with hypnosis and has 
the advantages of not having the unpleasant side affects of some 
of the amnesia producing drugs, which tend to make the patient irra- 
tional, and can be extremely selective so that the patient remem- 
bers those things which she wants and forgets those things that 
she does not wish to remember. 


The analgesia and anesthesia produced by hypnosis can be pro- 
duced without the necessity of the patient being in the hospital 
and can be without any loss of consciousness on the part of the 
patient so that she can be awake and alert and still be pain-free. 
At the same time, except for saddle block anesthesia, hypnosis is 
the only form of analgesia anesthesia which is completely without 
any effect on the baby. It is the freedom of secondary side effects 
as opposed to drugs which makes the use of hypnosis for these three 


66 





Journal of the American Society of Psychosomatic Dentistry and Medicine 


objectives of such great superiority. In addition is the fact that 
these actions of hypnosis can be selective and can be utilized in 
the post-partum period as desired and can be ended at any time 
the physician and patient wishes, so there is no carry-over into the 
post-partum period with a prolonged period of mental and physi- 
cal depression which might result with the use of drugs. 


It is important to temper enthusiasm for the use of hypnosis in 
obstetrics with the results in actual practice. To date, twenty- 
eight patients have been delivered under hypnosis. Sixteen patients 
have achieved unqualified success. That is, they have required no 
supplemental analgesia or anesthesia in addition to their hypnosis. 
These patients, on being questioned during the post-partum period, 
stated that they were completely satisfied with hypnosis as their 
analgesic and anesthetic agent. They had no memory of any pain 
or discomfort of any sort during their labor and all had full memory 
of seeing their baby immediately after birth. Those patients who 
had previously been delivered with other analgesic and anesthetic 
agents all expressed a preference for hypnosis. All these patients 
during their course of labor appeared to be entirely free of pain 
or discomfort to at least the end of their first stage of labor. During 
this time they were fully awake and talked and reacted normally. 
Except for occasional feeling of pressure and the actual feeling of 
contraction by the examining nurse or physician these people showed 
no outward evidence of being in labor. Four of them continued on 
through the second stage of labor and delivery without showing 
any pain or discomfort of any sort. The remainder had complete 
amnesia for any pain or discomfort experienced during the remain- 
der of the labor. 


Three patients were what I would consider complete failures 
in that they appeared to have no evidence of pain relief or any 
other improvement in the course of their labor. The remainder of 
this group of patients required variable amounts of chemical anal- 
gesic and anesthetic agents to supplement their hypnoanesthesia. 


In all patients, except the three failures, it was the distinct 
impression that the course of labor was much shorter than usual. 
The second stage of labor was definitely easier to handle because 
patients were so extremely cooperative, especially in respect to 
pushing with contractions, relaxing the perineal muscles and imme- 
diate ceasation of pushing upon my request, even when the head 
was crowning. I am sure that this permitted delivery with fewer 
episiotomies and, when they were done, smaller episiotomies. 
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The puerperium in the twenty-five successful patients was char- 
acterized by a remarkably benign course. These patients had 
no perineal pain if they had episiotomies; they showed very little, 
if any, of the usual post-partum fatigue and debility and in gen- 
eral, ate better, slept better, required less post-partum care and 
had fewer complaints. Their mental outlook was especially good. 
They were all able to be discharged from the hospital a day earlier 
than my other patients who were not delivered under hypnoan- 
esthesia. 


Fourteen other patients were delivered during this same per- 
iod of time without hypnoanesthesia. Of these, five could not speak 
English, and, since I could not speak their language, I could not 
put them under hypnosis; three patients refused my offer of hyp- 
noanesthesia and the remainder were considered to have inadequate 
mental capacity to achieve a hypnotic state. 


The routine of instructions that I have outlined is what I am 
using as of this writing. It is the result of the natural process of 
evolution as determined by my experiences with my patients. As 
I gain more experience I’m sure that further changes will be made. 
I should recommend to other practioners that they develop their 
own routines for using hypnoanesthesia according to what they find 
is best for themselves, their particular patients, and the peculiar 
circumstances of their own practice. Hypnosis in obstetrics is no 
panecea. It makes pregnancy and delivery a more pleasant and 
less uncomfortable experience for the patient. It requires that the 
physician spend more time with the obstetrical patient rather than 
less. Because of the very close patient-physician relationship that 
is established, it is axiomatic that the effectiveness of this technique 
is directly proportionate to the time and attention which the physi- 
cian gives the patient, especially during her labor. 


Newark, New York 
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THE BOARDS OF HYPONSIS IN DENTISTRY 


The American Board of Hypnosis in Dentistry will meet Octo- 
ber 5th, 1961, at the Sheraton-Cleveland Hotel, Cleveland, Ohio. 
Applicants for certification who wish to appear for examination 
at this time should communicate with the Secretary, Dr. S. Irwin 
Shaw, 18201 Cherrylawn Avenue, Detroit 21, Michigan, prior to 
September Ist, 1961. 


The Annual Meeting of the Society for Clinical and Experi- 
mental Hypnosis, will be held at the Sheraton-Cleveland Hotel, 
Cleveland, Ohio, October 4 and 5, 1961. Dezso Levendula, M.D. 
Program Chairman, 10900 Carnegie Avenue, Cleveland 6, Ohio. 





ANNOUNCEMENT 


At the twelfth annual meeting of the society the following 
doctors who have made outstanding contributions to the furthering 
of the objectives of the society and to the acceptance of hypnosis 
and applied psychology by the professions, have been elected by 
acclamation to Fellowship: 


Thomas O. Burgess, Ph. D. — Moorhead, Minn. 
George A. Bruns, D.M.D. — Revere, Mass. 
George Trombetta, M.D. — Rochester, N. Y. 
Herbert A. Ecker, M.D. — Williamsport, Penn. 
James D. Jacoby, D.D.S.—San Mateo, California 
Eugene G. Lerner, D.D.S. — Buffalo, N. Y. 

S. Irwin Shaw, D.M.D. — Detroit, Mich. 

Jack Tracktir, Ph. D. — Houston, Texas 

Jacob Stolzenber, D.D.S.— Miami Beach, Florida 
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Editor: Dr. S. J. Van Pelt. 
Editorial Offices—4 Victoria Terrace, Hove 3, Sussex, England 


The British Journal of Medical Hypnotism is the official organ of the 
British Society of Medical Hypnotists and was first published in 
1949. Members of the Society in Great Britain are all fully qualified 
medical men and members of the British Medical Association. 

The Journal is published quarterly and contains original articles 
and reprints by world authorities on Medical Hypnotism, authors 
of text books, etc. 


Among contributors are medical men such as Wolberg, Schneck, 
Erickson (U.S.A.), Fresacher (Austria), Reiter (Denmark), Mar- 
chesi (Jugoslavia), Volgyesi (Hungary), Schultz (Germany), 
Bachet (France), Stokvis (Holland), Sutermeister (Switzerland), 
Bjorkhem (Sweden), Galicia (Spain), Horsley, and Van - 
Pelt (England). The Journal is advertised in reputable 
professional publications such as “The British Medical Journal,” 
“The Lancet,” “The Practitioner,” “The British Dental Journal” 
and the “Journal of the American Medical Association.” Famous 
libraries such as those of the Royal Society of Medicine (London), 
Harvard and Cornell Universities and The Mayo Clinic have 
accepted the Journal. 


Milton V. Kline, Department of Psychology, Long Island University, 
U.S.A. writes—“The British Journal of Medical Hypnotism has 
been well received here and I have found it to be an excellent read- 
ing reference for some of my advanced psychology courses. Your 
Journal in bringing together a group of papers all dealing with 
hypnosis is excellent for teaching and promoting research.” 
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